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ABSTRACT: Although men and women have some similar challenges with
regard to health insurance, women face unique barriers to becoming insured.
More significantly, women have greater difficulty affording health care ser-
vices even once they are insured. On average, women have lower incomes
than men and therefore have greater difficulty paying premiums.Women also
are less likely than men to have coverage through their own employer and
more likely to obtain coverage through their spouses; are more likely than
men to have higher out-of-pocket health care expenses; and use more health
care services than men and consequently are in greater need of comprehen-
sive coverage. Proposals for improving health policy need to address these
disparities.
*    *    *    *    *
Introduction
While lack of insurance is a major barrier to health care, having just any
insurance does not guarantee access to affordable and comprehensive health
care. In addition to the 44.8 million Americans without health coverage,
there are an estimated 16 million more adults who, because of high out-
of-pocket costs relative to their income, can be considered “underinsured.”1
Although men and women are at similar risk of not having health insur-
ance, women—whether insured or uninsured—are more likely to report
cost-related access problems.These problems can be attributed directly to
women’s lower average incomes compared with men and to their greater
need for, and use of, health care services.
This issue brief examines the unique difficulties women encounter
in obtaining and paying for health care.The data cited come primarily
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from three surveys: the Annual Social and
Economic Supplement to the Current Population
Survey (CPS), 2005; the Medical Expenditure
Panel Survey (MEPS), 2004; and the Common-
wealth Fund Biennial Health Insurance Survey,
2005 (see Study Methods box on page 10). In a
companion report available from the National
Women’s Law Center, Women and Health Coverage:
A Framework for Moving Forward,2 the authors ana-
lyze various policy approaches to determine those
that will best serve women’s needs.
Insurance Coverage Patterns
Currently, health insurance coverage patterns are
similar for adult men and women (ages 19–64) in
a number of ways, though important differences
do exist. About two-thirds of nonelderly adults, or
some 113 million people, are covered by employer-
sponsored insurance. Another 10.3 million people
(among whom women slightly outnumber men)
purchase their health coverage through the indi-
vidual insurance market; and 8.3 million men and
women are insured through Medicare, military
health coverage, or other sources. Medicaid insures
nearly twice as many women as it does men (6.1
million vs. 3.5 million).3
Although health insurance coverage is vital
for timely and meaningful access to health care,
44.8 million Americans, including children, cur-
rently lack such coverage. Uninsured men and
women are more likely to be younger, be single,
have a low-income, work in small businesses, and
belong to a racial or ethnic minority than those
who are insured (Table 1, p. 8).
In order to investigate the extent to which
insured and uninsured women are accessing needed
health care, it is important to tease out their pat-
terns of health coverage.
Almost as many women are uninsured all year as are
uninsured for part of the year.
While 44.8 million people have no insurance for a
whole year, many millions more people are unin-
sured for months at a time.When examined over a
two-year period, the data reveal that a total of about
80 million people are uninsured for all or part of
that time.4 For women, being uninsured part of the
year is almost as common as being uninsured all
year: 12 percent of women are uninsured for part of
the year, while 14 percent of women are uninsured
all year (Figure 1).Younger women and men are
the most likely to be uninsured for part of the year.
Women have less access to employer-sponsored insurance
because they are less likely to be employed and more
likely to work part-time.
Individuals who are not employed or who work
part-time are more likely to be uninsured; the
uninsurance rate for those who are not working
is 26 percent, while it is 18 percent for full-time
workers (Table 1, p. 8).The employment status of
uninsured women differs from that of men.
Thirty-five percent of uninsured women do not
work, compared with only 18 percent of unin-
sured men (Figure 2).When uninsured women do
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work, they are more likely to work part-time than
are uninsured men.While all part-time workers are
less likely to be insured, only 13 percent of unin-
sured men work part-time while 22 percent of
uninsured women work part-time.
Women are more likely to depend on their spouses
for insurance and therefore face more instability in
their coverage.
Women are more than twice as likely as men to
get employer-sponsored insurance through their
spouses.Twenty-four percent of women are insured
through their spouse’s job, compared with only
11 percent of men (Figure 3).Though it is benefi-
cial that women have the option to get coverage
through their spouses, such insurance (known as
dependent coverage) is a less stable form of cover-
age. A dependent must rely not only on her spouse
staying in the job but also on the continuation of
the marriage and the employer’s willingness to
cover dependents. Recently, in an effort to contain
their health care costs, employers have actually
been cutting back on dependent coverage. In fact,
between 2001 and 2005, employers dropping such
coverage accounted for 11 percent of the decline
in employer-sponsored insurance overall.5
Older adults are particularly at risk. Among
adults ages 50 to 64, there are 3.5 million uninsured
women and 3.1 million uninsured men (Table 1, p. 8).
Women are more likely to be married to an older
spouse, which places them at risk of losing depend-
ent coverage when their spouse becomes eligible
for Medicare.6 Women without coverage through
their own employers who lose their spouse’s cover-
age may be forced to turn to the individual market
for their insurance, which is especially costly for
those with health issues—not uncommon among
women in the 50-to-64 age group.7
A small percentage of women purchase individual health
insurance, which is more expensive to secure.
Only about 10.3 million adults, or 6 percent of
nonelderly adults (ages 19–64), get insurance
through the individual market.8 According to one
survey, roughly 58 million adults over a three-year
period considered buying coverage in the individ-
ual market, yet close to 90 percent of them never
purchased a plan.9
Slightly more women than men (5.4 million
vs. 4.9 million) purchase insurance in the individ-
ual market.10 Women with individual coverage
have higher incomes (76% of women purchasing
individual coverage are at 200 percent of the
federal poverty level or higher), and are older
(55% are ages 45–65).11 More than one-third
(35%) are unemployed.12
Women covered by individual health insur-
ance are also relatively healthy: 88 percent report
excellent, very good, or good health, while only
12 percent report they are in fair or poor health.13
These findings suggest that women who have a
greater need for health insurance face barriers in
purchasing individual insurance coverage because
they can be denied coverage altogether—for
example, because of a preexisting condition—or
charged unaffordably high rates.
Women Face Difficulty in Affording
Health Services
Women are more likely to have lower incomes than men.
Women are somewhat more likely to be poor.
Seventeen percent of women ages 19 to 64 are
below 100 percent of the federal poverty level,
compared with 13 percent of men in that age
group; poverty rates for younger women are even
greater.14 In terms of earnings, in 2004 the median
earnings of female workers age 15 and over were
$22,224, compared with $32,486 for men. Among
full-time workers, women earn only 76.5 cents for
every dollar that men earn.15
On average, women use more health care services.
Women are more likely than men to need health
care throughout their lifetimes.Women’s reproduc-
tive health needs require them to get regular
check-ups, whether or not they have children, and
women of all ages are more likely than men—
60 percent versus 44 percent—to take prescription
medications on a regular basis (Figure 4). For
younger women, this difference is even greater;
women ages 19 to 29 use prescription drugs at
almost three times the rate of men in that age
group. Further, women are more likely than men
to have a chronic condition requiring ongoing
treatment (38% vs. 30%).16 Finally, certain mental
health problems, including anxiety and depression,
affect twice as many women as men.17
Women have higher out-of-pocket costs than men as a
share of their income.
About 12 percent of all insured individuals ages
19 to 64 are considered underinsured because they
have high out-of-pocket costs relative to their
income.18 Because women’s greater health care
needs and rates of use, combined with their lower
incomes, lead them to have higher out-of-pocket
costs, more women than men are underinsured
(16% vs. 9%).Women insured through employer-
sponsored insurance or with an individual policy
are more likely than men to spend more than 10
percent of their income on out-of-pocket costs
and premiums (Figure 5).
4 The Commonwealth Fund
Women are more likely to avoid needed health care
because of cost.
Overall, women are more likely than men to have
difficulty obtaining needed health care (43% vs.
30%)—a difference more pronounced for unin-
sured women (68% vs. 49%) (Figure 6).When
asked which, if any, of four access problems were
encountered in the past year, women reported
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higher rates with every problem as compared with
men (Figure 7).Though women are more likely to
face cost-related access barriers regardless of their
age, the barriers are particularly dramatic for young
women (ages 19–29) when compared with young
men—50 percent versus 33 percent (data not
shown). Ironically, even though young adult
women are more likely to have insurance than
young adult men, half of these women reported
problems accessing health care because of cost in
the past year.
Women are more likely to have medical bill and
debt problems.
Whether they are insured or uninsured, women
are also somewhat more likely than men to have
problems paying for their care.Nearly two of five
women (38%) report medical bill problems,
compared with 29 percent of men (Figure 8).19
Among the uninsured, 56 percent of women
report difficulty paying bills. About one-quarter
(26%) of women said they were not able to pay
6 The Commonwealth Fund
their medical bills (Figure 9). Adult women under
age 50 have the greatest difficulty paying for care,
possibly reflecting their responsibility both for
their own medical care and that of their children
(data not shown).
Conclusion
Though the data suggest that men and women
have some similar challenges with regard to health
insurance, women face unique barriers to becom-
ing insured. In particular, women are less likely to
have coverage through their own employer and
more likely to obtain coverage through their
spouses as dependents. More significantly, women
have greater difficulty affording health care services
even once they are insured.Women are more
likely to have lower incomes than men and there-
fore have greater difficulty paying premiums.They
are more likely to use more health care and to
have higher out-of-pocket health care expenses.
The combination of lower incomes and higher
out-of-pocket spending means that many women
are more likely to spend greater than 10 percent of
their income on health care expenditures and pre-
miums. Given these factors, policy proposals that
provide comprehensive benefits at affordable cost
would help more women obtain meaningful cov-
erage. Conversely, reforms that result in higher
out-of-pocket expenses and limited benefits will
not significantly improve the health and financial
security of women.20
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STUDY METHODS
Most data in this issue brief are from three surveys: the Annual Social and Economic Supplement to
the Current Population Survey (CPS), 2005; the Medical Expenditure Panel Survey (MEPS), 2004; and
the Commonwealth Fund Biennial Health Insurance Survey, 2005. Sherry Glied and Bisundev Mahato
of Columbia University’s Mailman School of Public Health provided analysis of the CPS and MEPS.
The CPS and MEPS are federal surveys sponsored by the Census Bureau and the Agency for
Healthcare Research and Quality, respectively.The CPS, which is the primary source of information
on U.S. labor-force characteristics, is conducted monthly on a sample of some 57,000 households rep-
resenting approximately 140,000 people.The Annual Social and Economic Supplement to the CPS is
conducted in March of each year with a sample of about 99,000 households.The MEPS uses an over-
lapping-panel design in which data are collected in a series of five interviews over a 30-month period,
with a new panel started each year.The sample size in 2004 was about 13,000 families, representing
approximately 33,000 people.
The 2005 Commonwealth Fund Biennial Health Insurance Survey was conducted by Princeton
Survey Research Associates International from August 18, 2005, through January 5, 2006.The survey
consisted of 25-minute telephone interviews in either English or Spanish and was conducted among
a random, nationally representative sample of 4,350 adults age 19 and older living in the continental
United States. Statistical results are weighted to correct for the disproportionate sample design and to
make the final total sample results representative of all adults age 19 and older living in the continental
U.S.The data are weighted to the U.S. adult population by age, sex, race/ethnicity, education, house-
hold size, geographic region, and telephone service interruption, using the U.S. Census Bureau’s 2005
Annual Social and Economic Supplement.The resulting weighted sample is representative of the
nation’s approximately 212 million adults age 19 and older.
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